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Applicant Information 

Photo ID & Access Request Form 

D Access Only D New D Replacement- Reason: D Broken D Stolen D Other (specify) ____ _ 

Facility/ Hospital: 

Company or Organization: 

Last Name: First Name: 

Preferred First Name: Position: 

Email: Phone Number: 

Duration 

D New D Extension D Ongoing 
(Expiry Date) (Expiry Date) 

Signature: Date: 

Pl/ Manager Authorization - Please attach email authorization 

Full Name: Phone Number: 

Position: Email: 

Access Required 
(Please specify room #'s, reader #'s, pre-existing access level or name and individual who already has the exact access required) 

Badge#: (6 digits) I�------� Expiry Date: .... 
I ______ _. Health Organization: 

Please contact: Chris.Robinson@hli.ubc.ca or Kelly.Ceron@hli.ubc.ca 
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